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_ The annual mid-winter meeting of the Governing 
Board of the American Gastroscopic Society was held 
at the Mayflower Hotel, Washington, D. C., on Sat- 
urday, November 15, 1952. The following members 
were present: Dr. Cecil Patterson, President; Dr. H. M. 
Pollard, Vice-President; Dr. John Tilden Howard, Sec- 
retary-Treasurer; Dr. Charles Flood, Dr. James Borland, 
Dr. Donovan Browne, Chairman of the Committee on 
Admissions; Dr. Roy L. Sexton, Editor of THE 
BULLETIN. 


The minutes of the meeting of the Governing Board 
on May 1, 1952, were read and approved. 


The secretary then reported that the roster of the 
Society contained the names of 161 members, 8 of whom 
were delinquent in their dues. One member, Dr. 
Frank L. Ludwig, had resigned on September 17, 1952. 
One member, Dr. Rudolph C. Logefeil, had been rein- 
stated from inactive status. This report was accepted 
as read. 


The treasurer's report was received and approved. 

It was moved by Dr. Bortland and seconded by Dr. 
Pollard that the Chairman o f the Committee on Admis- 
sions be paid $25.00 annually for secretarial expense 
and for the postage required in mailing submitted 
protocols back and forth between members of his Com- 
mittee. This motion was carried. 


Dr. Patterson called for the report of the Editor of 
The Bulletin and at that time he expressed to Dr. Sex- 
ton his personal thanks for the Editor's work. This 
was reenforced by all present. 


Dr. Sexton presented to the Board Issue No. 5 of 


Volume Hl of THE BULLETIN. It was a Special Issue 


(Continued on page 5) 


A Rare Cause of Gastro-Intestinal 
Hemorrhage Found at Gastroscopy 


J. ALFRED RIDER, M.D., ARTHUR KLOTZ, M.D., 
AND JOSEPH B. KIRSNER, M.D. 
Department of Medicine, University of Chicago 


The source of gastro-intestinal hemorrhage is not 
demonstrable in many instances. The following case 
is of particular interest in that an unusual cause of gas- 
tric hemorrhage was observed gastroscopically whereas 
all other diagnostic measures had failed to demonstrate 
pathology. 

CASE REPORT 

M. C., 530457, a 62 year old, white, married house- 
wife, was admitted because of increasing edema of the 
legs, fatigue, weakness and exertional dyspnea. There 
was no history of epigastric distress, hematemesis or 
melena. 

Physical Examination: The patient was markedly 
obese and pale, exhibiting moderate dyspnea at rest. 
The pulse rate was 104; the blood pressure was 128/80. 
The heart was enlarged to the left; there was a loud, 
harsh systolic murmur heard best at the apex but also 
transmitted over the entire precordium. The liver was 
palpable five fingerbreadths below the right costal mar- 
gin. Rectal and pelvic examinations were normal. 


Laboratory Data: The hemoglobin was 3.0 grams per 
cent, erythrocyte count 1.71 million per cu. mm., leuko- 
cyte count 4,550 per cu. mm., reticulocytes 6.3%, and 
the hematocrit 18%. The stool examinations were con- 
sistently positive for occult blood. 


An x-ray of the esophagus, stomach and duodenum 
was reported as normal. X-rays of the colon revealed 
a persistent constricting lesion in the upper loop of the 
sigmoid, interpreted as a napkin-ring carcinoma of the 
mid-sigmoid colon and as the probable source of the 
blood loss. 


However, exploratory operation revealed no evidence 
of a lesion in the colon. The stomach, pylorus, duo- 


(Continued on page $) 
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Hypertrophic Gastritis with Abscesses 
in the Gastric Wall, Simulating 
Gastric Carcinoma 


ARNOLD WOLLUM, M.D. 


E. W., a forty-three year old railroad engineer, en- 
tered the University of Michigan hospital, Ann Arbor, 
on August 3, 1951, because of epigastric pain and 
symptoms of anemia. During the previous twenty years, 
he had at least four frank upper gastro-intestinal hem- 
orrhages. In the last four years of this period he had 
intermittent epigastric pain relieved by soda or food. 
During the year before admission he developed sympto- 
matic anemia and a poor appetite. His symptoms had 
not been entirely controlled by a bland diet with antacids 
and intermittent oral iron therapy. 


@n admission physical examination he appeared 
chronically ill, underweight, and pale. Palpation elicited 
tenderness in the epigastrium, but no mass was felt. 
The liver was not enlarged and there was no significant 
lymphadenopathy. The remainder of the physical ex- 
amination was within normal limits. Initial blood 
studies showed 6.9 gm. hemoglobin, 4 million red 
blood count, 28.5% hematocrit, 18,300 white blood 
count (89% neutrophiles), and normal platelet count. 
The red blood cells were microcytic and hypochromic. 
Urinalysis and blood Kahn test were normal. Stool ex- 
amination gave a strong guiac test for occult blood. 


Upper gastro-intestinal x-ray examination showed an 
irregular filling defect of the cardia of the stomach 
with probable extension along the lesser and greater 
curvature to the midportion of the stomach. Subse- 
quent examinations showed this abnormality to be a 
constant defect, the general appearance being that of in- 
trinsic gastric neoplasm. 


Gastroscopy was somewhat difficult because of in- 
ability to distend the stomach adequately with air. The 
observed mucosa was pale, and there were numerous 
patches of thick mucus and exudate. The mucosa was 
diffusely involved in an exaggerated “cobblestone” and 
polypoid process. No peristaltic waves were observed 
and the pylorus did not close. No ulcers were seen. 
The gastroscopic impression was hypertrophic gastritis. 


Cellular studies of the gastric aspirate showed nu- 
merous inflammatory cells among epithelial mucin. 
There were occasional hyperchromatic cells which were 
somewhat suspicious of neoplasm, but a definite diag- 
nosis was not possible. 


After a period of pre-operative therapy including nu- 
merous transfusions, a thoraco-abdominal subtotal gas- 
tric resection was done. The stomach was massively 
enlarged, the mucosa showing diffuse polypoid hyper- 
plasia. There was marked congestion, inflammation, 
and purulent material in the submucosa. Microscopic 
sections showed chronic hypertrophic gastritis with ab- 
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"The Esophagus and Its Diseases" 
By EDDY D. PALMER, M.D., F.A.CP. 


Lieutenant Colonel, Medical Corps, United States 
Army, Chief Gastrointestinal Section, Walter Reed 
Army Hospital, Consultant in Gastroenterology to 
the Surgeon General 


Pages, 553 Price, $15.00 


Dr. Eddy D. Palmer, in his book “The Esophagus 
and Its Diseases,” has dealt with each subject critically 
and vividly from his own experience. Each chapter is 
filled with new challenges most attractively and informa- 
tively done. Further intriguing is that hidden among 
the delightful chapters are quips denoting strong feel- 
ings of the author, carefully cloaked in such phrases as 
his “‘sympathetic skepticism,” “some recognized but 
vague concepts,” “a regrettable tendency to discontinue 
diagnostic effort,’ etc. The bold, concise statement of 
fact narrative with a minimum of verbosity and “vested 
interest’’ in refreshing. 


There are excellent summaries of the normal and ab- 
normal anatomy and physiology of the esophagus and: 
the sequence of its diseases, of biopsy and autopsy ma- 
terial, and of therapeutic good sense. There is a com- 
plete compend of the world’s valid bibliography on the 
esophagus. There is a blend of verbatim reporting of 
key data from references, plus personal deductions and 
an unusually attractive style silhouetting the essentially 
new subject of clinical esophagology. Whatever the 
book lacks is inherently related to the rapid daily tran- 
sition of the medical progress and knowledge of our 
times. The author's providing a thorough discussion, 
with a minimum of words, is most commendable for the 
busy student or practitioner of Medicine. No student 
of the esophagus can afford to be without a copy of 
this new and practical treatise on the esophagus and its 
diseases. 


O. PATTERSON, M.D. 


scesses in the gastric wall. Peptic ulceration was pres- 
ent in the superficial portion of one of the abscess walls. 
No neoplasm was present. Regional lymph nodes 
showed chronic hyperplastic lymphadenitis. The patient 
had an uneventful post-operative course, and left the 
hospital on the twelfth day after operation. 


In summary, this represents a case of hypertrophic 
gastritis which produced occasional upper gastro-in- 
testinal hemorrhages over a period of twenty years, 
eventually giving rise to a severe chronic iron deficiency 
type of anemia. The final picture was highly sug- 
gestive of gastric carcinoma in both clinical and x-ray 
respects. However, gastroscopy showed extreme hyper- 
trophic gastritis, and this diagnosis was substantiated 
by the laparotomy findings of diffuse polypoid hyper- 
plasia with abscesses in the gastric wall. 
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Integral Use of Gastroscopes 


By A. RAY ".UFFORD, M.S., M.D. 
« «and Rapids, Michigan 


At ‘_.crvals in the practice of medicine, it is often 
wise to stop and reflect on the accuracy of proceedures 
which may too often be taken for granted because of 
their commonplace application. This particular reflec- 
tion has to do with gastroscopy. 


It has been quite well accepted that the standard flex- 
ible fixed gastroscope has been and still is a serviceable 
and useful diagnostic instrument in the hands of expert 
gastroscopists. It is also well agreed that this so called 
scope has very definite limitations when well deployed. 
There are so called blind areas which cary in different 
patients due to variations in size, shape and position of 
the stomach. While the great majority of intra-gastric 
lesions are visible through the standard gastroscope to 
a sufficient degree to permit a gastroscopic diagnosis, yet 
on some occasions and with much embarrassment to the 
examiner, the limitations of this scope leaves much to 
be desired. Because of these limitations which only 
afford incomplete or inconclusive examinations there 
has been expressed dissatisfaction from time to time 
by various gastroscopists of the value of endoscopic 
examination of the stomach. Such attitudes do not 
augment or advance our knowledge of intra-gastric 
pathology. 


With the development of the Eder-Flexi-Rigid gas- 
troscope some additional diagnostic possibilities soon 
became apparent after the examiner became familiarized 
with the handling of the instrument and accustomed to 
the change in orientation in the stomach through a 
smaller but more highly magnified field of vision. The 
ability to move this field through an arc of 80 de- 
zrees, from prograde to retrograde by manual control not 
only gives one a view of mucosa in this entire arc with- 
out moving the scope, but in the retrograde position one 
is able to inspect most all the pericardiac area of the 
fundus, at least much more than is afforded by any 
other scape and with better magnification. Visualiza- 
tion is therefore afforded for diagnosis where it would 
be impossible to obtain a biopsy even if they were 
able to see a part of it. The higher magnification also 
affords a closer inspection of the mucosa which is «4 
definite aid in the examination of ulcer craters and the 
diagnosing of the various gastritis. 


Since the introduction of the Eder-Chamberlain Con- 
trolled Flexible gastroscope, Model No. 400 and the 
Modified scope, routine gastroscopic examinations have 
almost entirely been conducted with the controlled flex- 
ible type because it eliminates some of the blind areas, 
permitting most of the antrum to be seen in most cases 
and definitely more of the posterior wall and greater 
curvature at the most dependent portion where the tip 
of scope comes to rest by partly withdrawing and then 
extending the flexible end to proper focal distance. 


It is only in special cases that the gastroscopist has 
the occasion to use the open end rigid gastroscope, but 
when the occasion demands it may be the only scope 
safe to use and through which one may be able to sat- 
isfactory inspect. This is particularly true in examina- 
tion of indeterminate or partly obstructing lesions in 
the hiatus, cardia, or just below the cardia, where a 
tumor may lay in the pathway of any type of flexible 
gastroscope. 


As has been previously pointed out by Schindler, 
Boras and myself, the passage of an open end rigid 
esophagoscope or gastroscope is not only dangerous but 
is entirely foreign to the usual technique employed by 
most gastroscopists. Shortly after the Eder Instrument 
Co. and I developed a flexi-rigid esophagoscope which 
has a flexible closed end for safe passage exactly like 
a flexible gastroscope, we extended the length to 53 cm. 
so that it could be used for examination of the upper 
segment of the stomach as well as the esophagus. Once 
the instrument has safely been passed examination is 
made through a lense obturator which gives a magnified 
field. 


It is safe to say that a great deal of thought and 
experience has gone into the development of the various 
types of endoscopes for examination of the esophagus 
and stomach. The American manufacturers have much 
to be proud of and we of the profession are thankful to 
them for the excellent work that has been done. Each 
examiner has his particular preference of gastroscopes. 
Recently some have been using biopsy scopes but there 
is still a question of how much more valuable informa- 
tion is obtained by this type ofscope than by using a 
combination of the scopes just mentioned. Only time 
will tell. 


It becomes apparent through experience that the 
gastroscopist needs more than one type of scope to make 
satisfactory gastroscopic examinations, just as a surgeon 
needs several different type of instruments in order to 
do a satisfactory surgical operation. Even though one 
has a controlled flexible gastroscope through which he 
can inspect the greatest possible area of the stomach, 
there are occasions when he must have accesible when 
the occasion demands, a retrograde type of scope to 
visualize the fundic portion of the stomach which he 
would otherwise not see, or to inspect a hiatal hernia 
of the stomach, or an obstruction in the hiatus esopha- 
geus, cardia or just below the cardia will require direct 
inspection through the flexi-rigid esophago-gastroscope. 
This integrative action with the various scopes often 
spells the difference between success or failure. 


Please Note Coming Meeting 
on April 30, 1953 
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Notes Written by Our Genial Secretary- 
Treasurer, Dr. John Tilden Howard 
on the Occasion of Our Last 
Annual Meeting 


The President, Dr. Flood, got us to come to order 
about a half hour after the official time for the opening 
of the late afternoon meeting. He said that no formal 
papers would be presented but that several phases of 
gastroscopic work would be open for discussion and he 
invited Dr. John Atwater to show his coloured motion 
picture concerning the use of anaesthesia, local and 
general, in gastroscopy. This film was presented with 
a commentary by Dr. Atwater, who pointed out that 
it was made for teaching purposes and so was quite 
elementary. He showed the methods of applying local 
anaesthetics to the mouth and hypopharynx and then 
the picture went on to show the use of intravenous 
anaesthesia (sodium pentothal and Serutal) with curare. 
I noted that the gastroscopic examination was made by 
Dr. A with the patient in the classical position on his 
left side and that no intra-tracheal tube was used; Dr. 


“Atwater did not consider that tube to be necessary, 


though its use was optional by others. He had per- 
formed many gastroscopies (I believe that the figure 
was about 150) under general anaesthesia and he thought 
that it made the procedure particularly easy for nervous 
patients, that it facilitated the demonstration of the 
gastric mucosa to students, and, while it wasn’t neces- 
sarily a part of the gastroscopic routine, that more 
gastroscopists might use general anaesthesia in difficult 
cases with profit. 


In the discussion after the showing of the film, Dr. 
Atwater was asked about the expense of gastroscopy 
when general anaesthesia was used. His questioner 
made the point that the cost of a gastroscopic examina- 
tion might be more than it was worth to a patient and 
to his physician if the patient had to pay the gastros- 
copist, the operating room fee, and the anaesthetist’s 
fee. Dr. Atwater replied that the average increase in 
the cost of a gastroscopy done under intravenous anaes- 
thesia was, if I'm not mistaken, twenty-five dollars to 
thirty-five dollars. The discussors seemed to feel that 
general anaesthesia was needed rarely in gastroscopy and 
some men said that they made their gastroscopic exami- 
nations with no local anaesthesia at all. It appeared 
that most of our colleagues who do an occasional gas- 
troscopic examination under general anaesthesia had an 
intra-tracheal tube in place during the procedure. 


Because Dr. Atwater’s film had shown the use of the 
Benedict operating gastroscope, he asked a number of 
questions about his experiences with that instrument. 
Among the questions were enquires about the number 
of patients on whom he obtained satisfactory biopsies. 
He was asked what percentage of his biopsies gave him 
more knowledge than he would have gotten by visuali- 
zation of the gastric mucosa alone. And he was asked 


the value of a gastric biopsy. Dr. Atwater confessed 
that he hadn't had a large experience with the operating 
gastroscope and he pointed out the fact that his part in 
the discussion was limited to anaesthesia. 


Dr. Flood called on Dr. Benedict to answer the 
questions about biopsies with the operating gastroscope 
and Dr. B pointed out that he was able to get tissuc 
from the gastric mucosa very close to visualized lesions 
if not exactly from them, and sometimes biopsies could 
be made with great precision. He stated that biopsies 
could not be obtained from lesions in the gastric antrum. 
He said that a negative biopsy meant very little whilc 
a positive biopsy meant a very great deal. He had 
found biopsies of the gastric mucosa to be most im- 
portant in differentiating hypertrophic gastritis and lym- 
phoma of the stomach. 


Dr. Rumball asked for help with a most interesting 
case. His patient had had excessively coarse rugal folds 
in the stomach and these had been seen gastroscopically. 
Biopsies taken from the body of the stomach had 
shown a somewhat atrophic gastric mucosa to be over- 
laid with a layer of squamous epithelium. This was 
called by Dr. Rumball a kind of “gastric leukoplakia” 
and it hadn't been satisfactorily explained by his path- 
ologists. No one had encountered a similar case, though 
it was pointed out that squamous epithelium was often 
found on the lesser curvature of the stomach in the 
neighborhood of the cardia when biopsies were taken 
from that site. (It has frequently been observed by me 
that Mother Nature makes little mistakes when she 
determines the point at which the epithelium in the 
gastro-intestinal tube should change from one type to 
another). But no one had ever seen such an invasion 
of the stomach by squamous epithelium as Dr. Rumball 
showed. 


Just before the close of the meeting, Dr. Flood asked 
me to make a few remarks about cesophagoscopy. I 
said that, in my opinion, no one could make gastroscopic 
examinations for long without wanting to peek into the 
gullet. I told of my former embarrassment when I was 
asked to make gastroscopic examinations on patients 
who had had haemorrhages from their upper gastro- 
intestinal tracts and who had had negative roentgen 
examinations; I could look into the stomach all right 
but I felt inadequate when I had had to suggest to the 
referring physician that the otolaryngologist be consulted 
for information about the oesophagus. That feeling of 
inadequacy had stimulated me to learn oesophagoscopy 
and I discussed the simple technical method which I 
have found useful in oesophageal intubation. Because 
the dinner hour had arrived, Dr. Flood allowed no dis- 
cussion of my remarks. (I hope that they were “air- 
tight.”’) 


We had cocktails and a very good dinner . . . for 
The Claridge . . . in the hotel’s Park Lounge. There 


was one brief story told by Dr. Fitzgibbon as an after- 
(Continued on page 5) 
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AMERICAN GASTROSCOPIC SOCIETY 


Minutes of the Mid-Winter Meeting of 
The American Gastroscopic Society 


(Continued from page 1) 


of 600 copies and contained a description and listing 
of available gastroscopes and oesophagoscopes. The 
net cost of this issue to the Society was $143.00 and 
the Editor submitted a bill for that amount. 


Dr. Bortland moved that Dr. Sexton be compensated 
for secretarial assistance in his work as Editor of THE 
BULLETIN. This was seconded by Dr. Flood and the 
motion was carried. 


Dr. Patterson was instructed by acclamation to write 
for THE BULLETIN a review of Dr. Eddie Palmer's re- 
cent book on the oesophagus. 


Men elected to membership in the Society were urged 
to work-up in some detail one case from their protocols 
and to submit that report for publication in THE 
BULLETIN. 


Dr. Browne, speaking as Chairman of the Committec 
on Admissions said that there had been 12 applications 
for membership in the Society and that che Committec 
had recommended the election of 7 of the applicants. 
These men and their qualifications as gastroscopists 
were discussed individually by the Board. 


Dr. Henry Laurens, Jr., The Sugg Clinic, Ada, Okla- 
homa, was approved for membership by the Committec 
on Admissions and by the Governing Board. 


Dr. Alfred J. Rider, Department of Medicine, Uni- 
versity of Chicago, Chicago, Illinois, was approved for 
membership by the Committee on Admissions and by 
the Governing Board. 


Dr. Arnold Wollum, 423 Section Street, Norway, 
Michigan, was approved for membership by the Com- 
mittee on Admissions and by the Governing Board. 


Dr. William E. Cernock, 55 E. Washington Street, 
Chicago, Illinois, was approved for membership by the 
Committee on Admissions and by the Governing Board. 


Dr. Emil Jobb, Medical-Dental Building, Seattle, 
Washington, was recommended for membership by the 
Committee without protocols and the Board acted fa- 
vorably on that recommendation. 


Then followed a discussion of the date and hour of 
the Society's annual meeting. All agreed that it would 
be in conjunction with the meeting of the American 
Gastroenterological Association in Atlantic City on 
May 1 and 2, 1953. The details of arrangements were 
left with the officers of the Society. The conversation 
seemed to tend toward a meeting at The Claridge Hotel 
at 5:30 p.m. on Thursday, April 30, 1953. This would 
be followed by a cocktail party at 7:30 o'clock and by 
dinner at 8:00 o'clock. 


The Board discouraged attempts to get together a 
formal programme of papers and it suggested that, since 


the informal discussion had been so successful last 
spring, four subjects be chosen for open discussion and 
that each subject be opened by a brief talk which had 
been prepared. Suggested subjects were: Oesophagos 
copy, its place among our diagnostic procedures and its 
techniques, the accuracy of gastroscopic biopsies, the 
meaning of gastritis, and an evaluation of the lesions 
of hiatal herniae. There might also be a question and 
answer period; a, question would be put by anyone and 
anyone would be eligible to reply to it. 


The future of the Society was discussed when Dr. 
Howard brought up the possibility of dissolving it con- 
stitutionally. Dr. Howard said that he believed that 
the Society had served one of its main purposes, that of 
incorporating the gastroscopic method into diagnostic 
regimens and that the Society's constitution provided for 
its dissolution when the purpose had been served. Dr. 
Pollard, who is the secretary of the American Gastro- 
enterological Association, as well as vice-president of 
our Society, said that several papers on gastroscopy and 
oesophagascopy had been submitted for the Association's 
programme in the spring and that the Society had been 
by-passed when these were offered to the Association. 
He did not say whether or not the paper had been 
submitted by members of the Society. The outcome of 
the discussion was that the meeting last spring had been 
too successful, though only 36 men were present, to con- 
sider abandonment of the Society at this time. Further- 
more, it was felt that the Society had helped the teach- 
ing of the gastroscopic method by establishing stand- 
ards for its members and that it had had a restraining 
influence on the advertising of competing makers of 
gastroscopes. Furthermore, it was stated that the So- 
ciety’s members were willing to pay dues and, there- 
fore, they must get something out of it. There the 
subject of dissolution was dropped. 


There being no other business to come before the 
Board, its session was adjourned at 11:55 p.m. 


Respectfully submitted, 


JOHN TILDEN Howarp, Secretary-Treasurer. 


Notes Written by Our Genial Secretary- 
Treasurer, Dr. John Tilden Howard 


(Continued from page 4) 


dinner speech. But there were many tales and remi- 
niscences exchanged in table-conversation. 


The meeting was so successful in that discussion 
was vigorous and interesting that there was no official 
revival of the perennial question about the dissolution 
of the Society. Some men (including myself) had come 
to the meeting prepared to bring this matter up, but 
a motion to disband would have certainly been defeated 
had it been put to us after such a good open forum. 


JOHN TILDEN HOWARD 
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A Rare Cause of Gastro-intestinal 
Hemorrhage Found at Gastroscopy 
(Continued from page 1) 
denum and small bowel after careful examination ap- 
peared normal. The sigmoid colon was opened and 
a proctoscope passed proximally and distally, demon- 
strating a normal mucosa throughout. Post-operatively, 
gross blood was obtained by Wangensteen suction. The 
patient recovered uneventfully from the operation but 

continued to pass occult blood in the feces. 

Since the site of the hemorrhage had not been found 
at operation and since gross blood had been aspirated 
from the stomach, roentgen study of the stomach was 
repeated and gastroscopic examination was requested. 
Examination again indicated a normal stomach with 
slight irregularity in the pre-pyloric region, interpreted 
as probably normal. 

The gastroscopic findings were spectacular. The 
gastric mucosa in the body of the stomach appeared 
uniformly dull grey and smooth. In marked contrast, 
the antrum appeared fiery red with old adherent blood 
and scattered areas of profuse free bleeding on its sur- 
face. There were well developed folds in the antrum 
with marked hypertrophic mucosal changes. The folds 
appeared stiffened, infiltrated and engorged. This proc- 
ess seemed to be sharply limited to the antrum with 
an abrupt demarcation at the angulus and musculus 
sphincter antri. The apparent infiltrative and hem- 
orrhagic nature of the antral lesion suggested a diag- 
nosis of Borrmann Type IV carcinoma. 

The patient was operated upon a second time. The 
stomach, pylorus and duodenum again were carefully 
palpated. The antrum was thought to be somewhat 
thickened but this was not definite. Nevertheless, a 
subtotal gastric resection was performed in view of the 
gastroscopic findings. The gross surgical specimen was 
carefully examined and was remarkable because of the 
apparent lack of abnormality. In great contrast to the 
unusual appearance at gastroscopy the stomach appeared 
soft and pliable with no mucosal alterations visible 
grossly in the antrum. 

The true diagnosis was not apparent until the stom- 
ach was examined microscopically. The antral mucosa 
contained superficial papilliferous adenomatous glands. 
There was an inflammatory reaction limited to the 
mucosa with slight involvement of the muscularis 
musosae. The muscalaris mucosde was markedly thick- 
ened and distorted. ' The submucosa was edematous and 
contained an unusual number of large, dilated vessels, 
especially veins. This vascular dilation continued 
through the muscularis mucosa into the mucosa to form 
a net of dilated, thin-walled vessels at the most super- 
ficial level and was the most remarkable feature in the 
histological section. The pathological diagnosis was an 
erosive type of atrophic gastritis with marked veno- 
capillary ectasta. 

The patient made an uneventful recovery. The oc- 
cult blood disappeared from the feces. She has con- 
tinued in excellent health. 


Please Note Coming Meeting 
on April 30, 1953 


We convene the evening before the two-day meeting 
of The American Gastroenterological Association at The 
Claridge. Their programme will be followed by the 
sessions of The American Society for Clinical Investi- 
gation and immediately after than (or perhaps there is 
some overlapping). The Association of the American 
Physicians will meet. All these meetings are in Atlantic 
City and the combination will make it well worth your 
while to visit the seaside resort in late April and early 
May. 

In order that our members who may arrive in Atlan- 
tic City in the afternoon may attend our scientific 
session and so that those men who arrive in A.C. in 
the morning may not have their sunnings interfered 
with, the scientific meeting of our group will begin 
precisely at five o'clock in the Claridge’s Solarium. The 
programme will be opened with a ten-minute paper by 
Dr. C. Wilmer Wirts and Dr. Paul J. Cimoch of Phila- 
delphia. It is called “The Use of Intravenously Admin- 
istered Demerol for Gastroscopy.” This overture (which 
is, I understand, non-narcotising to listeners) will be 
followed by discussions (bull sessions) similar to those 
which were so successful last year. The subjects are: 

“Problems in Ocsophagoscopy,” the discussion 
of which will be opened by Dr. Moses Paulson of 
Baltimore. 

“The Clinical Significance of Superficial and of 
Hypertrophic Gastritis,’ with Lieutenant-Colonel 
Eddy Palmer of Washington firing the opening gun. 

Lastly “Gastroscopic Biopsies’ will be discussed 
and Dr. Emmanuel Deutsch of Boston will light 

the fuse for the fireworks which should follow. 

The annual cocktail party, for which the Society 
pays the check, will be held at seven-thirty o'clock in 
what is known as The East Room of The Claridge. The 
banquet will follow at eight in that same room. Tickets 
for the dinner will be $6.00 per person and they will 
be available at the scientific meeting. 

One of the duties of your Secretary-Treasurer is to 
operate the annual meeting as economically as possible 
for the Society and to tell the management of the Hotel 
the number of persons who will attend the cocktail 
party and banquet. If you will be present at the Society's 
dinner, please notify the Secretary-Treasurer. 


This case report again demonstrates the clinical value 
of gastroscopy emphasizing another instance of a gastric 
lesion found when all other diagnostic measures includ- 
ing surgery had failed to demonstrate pathology. The 
lesion described is rare and unusual, presenting a spec- 
tacular and remarkable appearance through the gastro- 
scope. The entity of veno-capillary ectasia constitutes 
an additional possible source of bleeding in otherwise 
unexplained gastro-intestinal hemorrhage. Careful search 
probably will reveal additional cases. 
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